Background: Substance use disorders are regarded as one of the most prevalent, deadly and costly of health problems. Research has consistently found that the prevalence of other psychiatric disorders among those with substance related disorders is substantial. Combined, these disorders lead to considerable disability and health years lost worldwide as well as extraordinary societal costs. Relatively little of the literature on substance dependence and its impact on healthcare utilization and associated costs has focused specifically on chronic drug users, adolescents or women. In addition, the research that has been conducted relies largely on self-reported data and does not provide long-term estimates of hospital care utilization. The purpose of this study is to describe the long-term (24-32 year) healthcare utilization and it's associated costs for a nationally representative cohort of chronic substance abusing women (adults and adolescents) remanded to compulsory care between 1997-2000 (index episode). As such, this is the first study investigating healthcare costs for women in compulsory treatment in Sweden. Methods: Women (n = 227) remanded to compulsory care for substance abuse were assessed at intake and their hospital care utilization was retrieved 5-years post compulsory care from national records. Unit costs for ICD-10 diagnoses were applied to all hospital care used from 1975-2006. Attempts are made to estimate productivity losses associated with hospitalization and premature death.
Background
Substance abuse and dependence is one of the most prevalent, deadly, and costly of health problems [1] [2] [3] [4] and is a component cause of more than 200 diseases in individuals leading to increased morbidity and mortality [1, [5] [6] [7] [8] . In the United States, the economic cost of drug abuse has been estimated at $180.9 billion (2002 values; [9] ) and the combined cost of alcohol and drug abuse has been estimated at $246 billion (1992 values) [10] . In Sweden, substance abuse costs society an estimated 2.65 billion US dollars (2008 values) [11] .
Clinical, epidemiological and general population studies have found that comorbid substance use and psychiatric disorders are common in the general population and even more prevalent among treatment populations [12] [13] [14] [15] . In Sweden, it is estimated that among substance abusing patients between 30 and 50 % suffer from a psychiatric disorder [11] . Mental illnesses [16] , which include substance use and psychiatric disorders, are the leading causes of disability adjusted life years (DALYs) worldwide, accounting for 37 % of health years lost from non-communicable diseases [16] . In addition, mental and substance use disorders [2] were found to be the leading cause of years lived with disability worldwide with depression, substance use disorders, and anxiety accounting for 75 % of this burden [2] . Mental illness [17] , including substance use disorders, rank in the top five of major non-communicable diseases worldwide with an estimated global cost to society at nearly $2.5 trillionhigher than that of cancer, cardiovascular disease, chronic respiratory diseases and diabetes -and a cost projected to surge to $6.0 trillion by 2030 [17] .
Healthcare costs, along with crime costs and productivity losses, are consistently identified in international research as one of the largest contributors to the economic costs of substance abuse [9, 10, [18] [19] [20] [21] [22] . Despite the large economic burden to society of substance use and dependence as estimated by cost-of-illness studies, few studies have investigated the role of substance dependence in healthcare utilization or its associated cost. The growing literature suggests that substance use and dependence is positively and significantly related to health services utilization -such as hospital admissions and emergency room care -and cost [23] [24] [25] [26] [27] [28] [29] [30] . Additionally, having a comorbid psychiatric disorder appears to increase the utilization and cost of healthcare services among patients with a primary diagnosis of substance use disorder [31] .
Although the literature on substance dependence (and services) and its impact on healthcare utilization and associated costs continues to develop, relatively little of this research has focused specifically on chronic drug users [25] , adolescents [32, 33] , or women [29, 34] . In addition, longitudinal studies commonly have short (≤1 year) time frames and often rely on self-reported healthcare use data. Importantly, few studies formally assess the extent to which participants have a substance dependence diagnosis or a co-morbid psychiatric disorder (ICD; DSM-IV). Although exceptions to these identified limitations do exist [35] [36] [37] , commentators interested in the future of research on substance abuse services have called for economic studies that focus on for example special populations of substance abusers [37] . These populations include for example women, adolescents and individuals with co-morbid disorders and which present long-term data [38] .
Epidemiological data that describes healthcare utilization and costs over time for specific populations is valuable from a policy perspective as understanding trends in resource use can aid policy makers in decisions regarding how to target, deliver and improve services, as well as in understanding the potential benefits of effective intervention for specific groups of substance dependent individuals at specific points in time. Accurate empirical information could also help researchers in developing alternative models and formulating research initiatives. In addition, data regarding the longitudinal patterns of healthcare utilization and cost is of potential interest to researchers investigating the clinical outcomes of treatment services (such as reductions in healthcare utilization), as the majority of outcome studies do not include an economic arm [22, 39] .
As such, the purpose of this study is to describe the long-term (24-32 years) pattern of healthcare utilization and its associated costs for a nationally representative cohort of chronic substance abusing women (adults and adolescents). These women were placed in compulsory care between 1997-2000 (index episode) as a result of their chronic substance abuse. Compulsory care in Sweden occurs when individuals are remanded to treatment, in an institutional setting, by the court even though he or she has not committed any crime. Although these women were originally identified, remanded to care and included in the cohort due to their substance use disorder, subsequent research [40] [41] [42] has found that 80 % of the patients had a comorbid substance dependence and psychiatric disorder (primarily personality disorder). Importantly, this is not a group of dual diagnosis patients [43] . That is, this group is not one characterized by severe mental illness but instead, is one of chronic substance abusing women with severe social problems, personality disorders, ADHD and persistent criminal behavior.
This study aims to answer the following questions:
(1)What is the degree of resource use (number of hospitalizations and length of stay) by type of service among women remanded to compulsory care?
(2)What is the total average direct cost of hospital care received by women remanded to compulsory care over the study period? (3)What is the value of lost productivity due to hospitalization and premature death for women remanded to compulsory care? (4)What is the potential benefit of preventing future hospitalizations among women remanded to compulsory care at a given age?
This study is the third in a series of economic studies describing this group. The first investigated the longterm pattern of criminal justice system involvement and costs [44] and the second investigated productivity losses associated with criminal behavior [45] . This study builds on these prior investigations by describing the group's use of direct healthcare resources and associated productivity losses.
Method

Subjects
All patients admitted to Lunden from January 1, 1997 to December 31, 2000 (n = 227) were consecutively included in the cohort followed in this study. At the time of this study, Lunden was a 21-bed inpatient compulsory care residential treatment unit run by the National Board of Institutional Care (SiS). Lunden was one of 36 SiS run facilities nationwide with a national catchment area. The treatment unit was reserved for the treatment of women exclusively, with a focus on drug addiction. The unit staff included psychologists, psychiatrists, nurses, social workers, treatment attendants, and administration [46] [47] [48] . The institution had 9 beds for youth (LVU) and 12 beds for adults (LVM). In the Lunden cohort, 92 women (40.5 %), were remanded to LVU care and 135 (59.5 %) to LVM care. Thus, within the Lunden cohort, there are two distinct subgroups of patients (LVU and LVM).
A psychosocial assessment (SCID-II; DSM-IV) [49] was administered to all women at admittance and all participants met the diagnostic criteria for substance (narcotic) dependence. Additionally, substance use was assessed via supervised urine samples throughout index care episode and analyzed by Gas chromatography mass spectrometry (GC-MS). The substances used by the cohort prior to admission included: stimulants, mainly amphetamine (51 %), opiates, mainly heroin (35 %), alcohol (7 %), or sedatives/other drugs (<3 %). Cannabis was used by 20 % of the women in addition to other drugs [39] [40] [41] . This pattern of poly-substance use is common for clinical samples of narcotic drug abusers in Sweden [50] .
The clinical assessment of psychiatric disorders was based on standardized diagnostic methods and psychological testing. It revealed that 78 % of the women had at least one personality disorder according to DSM-IV, SCID-II and 42 % had at least one psychiatric disorder. Psychiatric disorders (axis I; ICD-10) identified in this group included: anxiety-and depressive disorders (36 %), and psychoses (Schizophrenia 5 % and substance related psychosis 15 %) [40] [41] [42] . About 60 % of the patients had at least one prior serious suicide attempt.
The mean age of the subjects at intake to treatment was 18.7 years for the LVU subjects (range: 16 -20) and 26.7 for the LVM subjects (range: 18 -43) [40, 41] . Of the women followed in this study, 92.9 % have been charged for at least one crime [44] and 22 died prior to five-year follow-up January 1, 2007 (4 LVU; 18 LVM) (9.7; 4.3 % LVU; 13.3 % LVM). In the cases of premature death, substance use was the primary cause of 18 deaths and somatic disease was the primary cause of four of the deaths. The causes of death were diagnosed by reviewing ICD-10 coding from autopsy protocols obtained from the forensic units in Sweden. In addition, death certificates were obtained from official records maintained by the National Board of Health and Welfare, Stockholm, Sweden and reviewed.
The compulsory care system in Sweden
The compulsory care system in Sweden is charged with treating (1) youth with serious psychosocial problems and (2) adult substance abusers. Youth are admitted to compulsory care under The Care of Young Persons Act (LVU, act 1990:52). According to the LVU, "A care order is to be issued, if the young person exposes his health or development to a palpable risk of injury through the abuse of addictive substances, criminal activities, or some other socially degrading behavior." (LVU, act 1990:52, section 3). Adult substance abusers are admitted to compulsory care under the Law on Compulsory Care for Substance Abusers (LVM, act 1988:870). Under Section 4 of the LVM, a court can order compulsory care for a person whose health is deemed to be at risk, or who may be placing others at risk, and who is considered to need assistance in order to discontinue substance use. The LVU and LVM acts are unrelated to penal code or laws of psychiatric care. Individuals exhibiting a need for compulsory care are primarily reported to the court by: social welfare, police, family members, psychiatrist, substance abuse treatment provider or, more rarely, a general practitioner. Within 8 days of the report, an assessment of need for treatment or physician evaluation must be completed, and court hearings proceed. For those remanded to compulsory care, care orders are implemented in specially certified LVU and LVM facilities that are run under the authority of the National Board for Institutional Care (SiS). The compulsory care system is separate and independent from the mainstream healthcare system in Sweden. The number of women undergoing compulsory care annually in Sweden is approximately 650 -700 [51] .
Consent
Written consent to participate in the present study was provided by all participants. Participation in the present study was voluntary and individual participants could drop out of the study at any time. Information was provided verbally and in written form to individuals prior to recruitment as well as prior to follow-up, five years post referral. Participants provided written consent at both of these time points.
Economic analysis Resource use
The National Patient Register (NPR) maintained by the National Board of Health and Welfare, Stockholm, Sweden provides the basis for resource use measures. Data on healthcare resource utilization at the individual level is collected prospectively for all Swedish citizens and housed in the NPR. NPR data was accessed retrospectively, five-years post index care admission. Data spans the period 1975, when the NPR was introduced in Sweden through 2006, 5-years following the last index care admission. As individuals entered the study at varying ages, healthcare resource use was tracked for between 24 and 32 years depending on the age of the participant when they entered compulsory care. All in hospital outpatient physician visits and inpatient hospitalizations including length of stay and primary diagnosis (ICD) were included in the NPR for the period under review.
International classification of diseases (ICD)
During the period under review, primary diagnosis was coded in the NPR using three versions of the ICD: 1975 to 1986, ICD-8; 1987 to 1996, ICD-9; and 1997 onward, ICD-10. In order to align the ICD coding with the unit cost coding, all codes were converted to ICD-10 equivalents or approximates using primarily three documents [52-54] and one on-line resource (www.icd10data.com). Conversion was made by manually comparing text from the diagnoses coded with ICD-8 and ICD-9 to the text of ICD-10 codes.
Unit cost
Unit cost estimates were applied at the individual level to all hospital visits. Costs per hospital visit were summed to arrive at a total cost per person.
Cost Per Patient Database (KPP)
Unit costs per ICD-10 primary diagnoses were taken from Sweden's Cost per Patient Database (KPP) maintained by the Swedish Association of Local Authorities and Regions [55, 56] and publicly available. The KPP provides nationwide estimates of unit costs within the hospital setting. These cost estimates are based on the costs of providing services and estimation is based on individual patient contacts with hospital care across Sweden. The KPP provides a nationwide estimate of the cost per visit based on ICD-10 diagnoses and includes main diagnosis and all subsequent diagnoses and is not adjusted for comorbidities. In this analysis, the 2010 unit (day) cost for the average woman receiving care by primary diagnosis was used to value hospital stays.
Outpatient visits
In most cases the cost per outpatient visit was not available. For all outpatient physician visits the daily rate of inpatient hospitalization by primary diagnosis is used as a proxy for the cost per outpatient physician visit.
Productivity loss
There are several methods available for estimating productivity loss [57, 58] . In this study, productivity loss is measured using the human capital approach [59] and as such follows the methodology used in two prior studies of this group [44, 45] . This approach values productivity loss as the present value of lost time according to the market wage. Productivity loss due to hospital stays is valued using the average wage for women during 2010 of 26,200 SEK ($2,901) per month [60] . Lost life is valued using the present value of future earnings and estimated using the average monthly wage for women across Sweden by age (ibid).
Currency, inflation and time preference
Costs were calculated in Swedish crowns (SEK) and are reported in the text and tables in US dollars (2010). Unit costs were estimated for year 2010 and applied at the individual level to resource use. The purchasing power parity (PPP) based exchange rate in 2010 was 9.03 SEK = 1.00 US Dollar = 0.76 Euro [61] and was used to convert currency in this study. All currency conversions were conducted post-analysis.
In the primary analysis, no discounting is performed. However, discounting is performed in subsequent analyses order to show how effective prevention at various time points (ages) could impact direct healthcare cost outcome. Prior studies of this population have found that depending on substance of choice (i.e., alcohol, cocaine, heroin, etc.) and group (i.e., LVU, LVM), debut age for substance use occurred between the ages of 12 and 20. In addition, the women in the LVU group were placed in index care between the age of 17 and 19 while the women in the LVM group were placed in index care between the ages of 21 and 30 [40] . These age points are used as probable intervention points in order to estimate the present value of potential benefits of prevention activities. Additionally, discounting is performed in order to estimate the present value of productivity loss at (1) time of first hospitalization and (2) time of death.
Missing values
In the original data set, 116 (2.4 %) entries either did not provide a primary diagnosis or the primary diagnosis code given did not correspond with a diagnosis code from ICD-8, ICD-9 or ICD-10. These entries were subsequently removed from the analysis.
Statistical analysis
All primary data is housed in Excel version 14.0.0 and all analyses in which discounting is performed were conduced in Excel. All other analyses were conducted using SPSS version 20. Descriptive statistics are presented for the entire sample (Lunden) as well as for the subgroups found within the sample (LVU, LVM) separately. Comparisons are not made between groups.
Results
Hospital admissions
During the period under review, women were admitted 4,737 times for inpatient hospitalizations (87.9 %), outpatient visits (10.3 %) or emergency care (1.6 %). Individuals were admitted most often, 41.8 % for psychiatric department visits. These were followed by: somatic care other than reproductive health (ob/gyn) ( Table 1 reports the average number of hospital admissions per person. Figure 1 shows the average number of hospital admissions per year at a given age over the life course.
Length of stay
The average number of days in care per person during the period under review was 172.01 (sd 437.98) for the Lunden cohort and 83. 63 Figure 1 shows the average number of days in care per year at a given age over the life course. Table 2 reports the average total direct hospital costs per person by clinic and admission type. Average total direct hospital costs per person were $173,048 ($82,857, LVU; $234,512 LVM) (sd $446,009 Lunden; $166,911, LVU; $554,246 LVM). Psychiatric department visits made up the majority of total costs (70.8 %). These were followed by: somatic care other than ob/gyn (13.2 %); alcohol/ drug services (12 %); and ob/gyn visits (3.8 %). Hospital costs were primarily the result of inpatient treatment (98.5 %). Figure 2 shows the average cost per person by age over the life course. Table 3 summarizes the average value of lost productivity per person due to hospitalization and premature death. The average age of death for the 22 (4 LVU, 18 LVM) women that passed away prior to 2008 was 34.68 (sd 10.53) (LVU 21.25, sd 3.20; LVM 37.66, sd 9.13). Premature death accounted for the largest proportion of productivity losses. Table 4 reports on the present value (direct hospital costs) of preventing hospitalizations at various time points in an individual's life.
Total costs
Discussion
The purpose of this study was to describe the long-term (24-32 years) healthcare utilization and its associated costs for a nationally representative cohort of chronic substance abusing women in compulsory care. The participants in this study had on average over 20 hospital [63] . Participants in this study averaged six to eight times (537-716 days annually per 100) the national average. These results indicate that women placed in compulsory care for substance abuse have a substantially higher rate of hospital admissions and extended length of stays compared to that of the general Swedish population.
Not only did the participants in the current study use more hospital care resources as measured by hospital admissions and length of stay but they also appear to use more resources when compared to international research on healthcare utilization and substance use. For example, in a nationally representative study on illicit drug use and health services utilization [23] , female participants' (aged 18-60; substance using and non substance using) were hospitalized on average 0.131-0.171 times and visited the ER on average 0.373-0.429 times during the year. Estimation results for count measures of healthcare utilization revealed that heavy drug users had about a 30 % higher rate of hospital admissions than non-drug users. Similarly, in a study undertaken by French and colleagues [25] which estimated the annual use of hospital care, chronic drug users and injection drug users (men and women) were admitted to hospital 0.31 and 0.32 times respectively. Further, outpatient Table 2 Healthcare costs: average (standard deviation) total direct hospital care costs per person by primary service for the Lunden cohort and the LVU and LVM subgroups, USD 2010 visits and emergency room episodes ranged from 1.23-1.42 and 0.78-0.79 respectively for the two groups of drug users.
The inflated resource use as found in this study translated to hospital care costs for women remanded to compulsory care for substance use much higher than that of the general population. The average direct cost of hospital care per person was approximately $173,000 over the study period ( Table 2 ). The annual value of direct hospital care costs varied greatly depending on age and group (Fig. 2 ). National figures [64] place the average cost for healthcare (including primary care and pharmaceuticals) across the population at approximately $2,300 per person in 2010. The participants in this study had an estimated annual cost of hospital care between approximately two and three times this national average. Further, psychiatric care made up approximately 9 % of the national average while in this study, psychiatric care accounted for approximately 71 % of the total healthcare costs incurred by this group. Lost productivity due to hospitalization and premature death added substantially to this average cost and increased total cost estimates by 70 %.
It is clear that effective services for chronic substance abusing women can have significant economic benefits. A recent review which included twenty-four research reviews and forty-three research trials of evidence-based treatments for substance abusing patients with comorbid psychiatric disorders [63] found that the effectiveness of treatment varies by type (combination) of co-occurring disorder [65] . Further, depending on the nature of the diagnosis, stability in recovery may be contingent upon addressing the substance abuse early on while improvement of non-substance related disorders may precede improvement of substance use symptoms. Generally, treatment planning for patients with comorbid substance use and psychiatric disorders is more effective when effective therapeutic modalities (i.e., psychotherapy, pharmacotherapy and behavioral treatments) are combined [66, 67] . Unfortunately, none of the research reviewed assessed changes in patient hospitalization. Further research on the clinical outcomes of interventions for individuals with comorbid substance dependence and psychiatric disorders should attempt to incorporate resource use measures into assessment batteries [66] .
It should be highlighted that a whole 10 % of the women in this study died prematurely at the average age of 34.5 years, within five years of index care episode. This is much earlier than was found in two prior studies conducted on substance abusing women in Sweden, which found the average age of premature death to be 37.5 and 42 years [7, 67] . 
Conclusions
It is clear that women remanded to compulsory care for substance abuse are an extremely vulnerable group, even when compared to other populations of substance dependent individuals in Sweden and internationally. A majority of women remanded to compulsory care for substance abuse have comorbid psychiatric disorders with multi-problem profiles including a high rate of personality disorder. In addition, their use of hospital care as measured by episodes of hospitalization and length of stay is substantially higher than that of the general public. The healthcare system that can positively impact the extent, to which this population is hospitalized, especially in inpatient psychiatric care, can not only improve the lives of substance abusing women but can also improve the healthcare system. This represents an opportunity for policy makers within psychiatric and compulsory care to improve the health monitoring and treatment of patients with comorbid substance abuse and psychiatric disorders. The ability of the healthcare system as well as the compulsory care system to positively impact health outcomes for this group is pressing as a whole 10 % of participants died prematurelyless than five years following compulsory care placement.
This study provides long-term individual based estimates of the potential benefit of effective prevention activities for reducing hospitalizations among women with comorbid substance use and psychiatric disorders. This gives policy makers an estimate by which to compare the costs and effects of intervention activities. For example, an intervention that targets this population at 16 years of age, costs $10,000 per person and has the potential of preventing hospitalizations over a two-year period in 10 % of the individuals treated, may provide close to $10,000 in net benefit (Table 4 ). In other words, when policy makers know the cost and potential effect of competing interventions, the estimates provided in this study can be used to estimate the potential healthcare benefit of these interventions. It is, however, necessary for studies investigating the effects of prevention and treatment activities to routinely assess the extent to which substance abusing women have a comorbid substance use and psychiatric disorder as well as track changes in economic variables such as criminal behavior, hospitalizations and employment patterns. This does not happen routinely in current research initiatives.
Methodological considerations and study limitations
The costing methodology used in this study has advantages over other approaches as it (1) followed a nationally representative sample of substance abusing women in compulsory care; (2) employed standardized diagnostic assessment instruments; (2) used actual resource use based on national records as opposed to self reports; and (3) used national unit cost estimates. Other unique aspects of this study include the assessment of longterm (24-32 years) costs and the inclusion of both adolescent and adult women. The breakdown of healthcare costs by age and inclusion of productivity losses facilitates the use of these estimates for a wide variety of research, evaluation and policy purposes. Still, several methodological issues should be highlighted.
First, outpatient physician visits in this study were valued using the average cost per day for hospitalization, as costs per outpatient physician visit were not available. This is likely an overestimate of the cost of outpatient care as hospital stays include for example hoteling, which is not part of the cost of outpatient care. The estimate produced, however, accounted for a small portion (1.2 %) of the direct healthcare costs estimated in this study. Further, the average cost per outpatient physician visit in this study was valued at approximately $997 per visit. This falls within the estimate of $111 -2,879 (2001 values) per outpatient physician visit found in a prior study of costs within the hospital setting [68] . Second, the cost of primary care was not valued in this study. This data is not routinely reported in Swedish registers and was therefore not available for this study. However, this group of patients in general is not treatment seeking and the individuals are chronic non-compliers; hence, when appointments are made, they are often missed. For the purposes of this study, therefore, the cost of primary care for this group may be negligible.
Third, in this study, pharmaceutical use was not valued. Although estimates are available for pharmaceutical #use among the general (female) population [69, 70] and among patients in outpatient psychiatric care [71] in Sweden, no estimates are available for pharmaceutical use among chronic substance abusers or among patients with co-occurring substance use disorders. As the clinical study upon which this study is based did not track pharmaceutical use we were unable to base this estimate on primary data and it is uncertain as to how accurate the above estimates are for this population.
Fourth, the cost of sick leave absence and presenteeism was not estimated in this study as access to primary data on sick leave for this sample was not available. Although estimates on sick-leave absence among the general population are available [72] it is uncertain how accurate these estimates are for this population.
Fifth, the cost of informal care was not included in this study. Informal care occurs when people, without payment, provide help and support to family members or friends who may not be able to manage without this help because of frailty, illness, or disability. Studies have shown that carers of persons with a severe mental illness or co-occurring disorder provide substantial support in terms of time spent providing care, involvement in crisis situations and monetary expenditures. For example, a study of families of individuals with a substance use disorder found that 89 % of the families in the study provided informal care. On average, families in the study provided between 16.72 and 38.75 h of informal care during a two-week period [73] . Another study found that on average primary caregivers provided 73 more hours of care each year than non-primary caregivers [74] . The group of women followed in the present study, however, often lacked close relatives and therefore had few contacts with relatives or informal caregivers [40] .
